BILATERAL harelip and cleft palate frequently result in a particular facial deformity. The upper lip is short and tightly pressed against a deficient and underdeveloped maxilla. The lower lip is full and the condition is often aggravated by a close bite which brings the lower lip further forward. In most cases, but not all, the lip has been repaired and operations performed on the palate. The aim of treatment is cosmetic but at the same time an obturator may be made and the area of mastication increased.
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On examining the mouth one finds that the upper anterior teeth are either missing or are lifted high up out of occlusion so that when the mouth is closed there is a considerable space between the lower incisors and the upper teeth or alveolus. The upper teeth are irregular and bunched together so as to lie inside the lower arch and, excepting perhaps the last molars, out of occlusion with it. It often happens that to get any teeth to meet, the mouth must be closed to such an extent that the lower lip overlaps the upper. To arrive at a satisfactory aesthetic result the upper lip requires to be pushed forward by a prosthesis carrying artificial teeth in normal relationship with the lower incisors. Also the bite must be opened and usually some plastic surgery is necessary on one or both lips. In order to make the upper lip sufficiently mobile an epithelial inlay is inserted to deepen the sulcus between the lip and the jaw, and in this space the prosthesis is put.
Two points in the construction of the prosthesis will be considered. First the means of attaching it in the mouth and second the use of acrylic resin.
Adequate retention of the prosthesis is essential because there is a very strong downward and backward thrust exerted by the lip. Since the bite is opened and the artificial incisors brought forward and downwards the natural teeth are covered by the apparatus. The natural teeth, by reason of their shape and position, rarely afford sufficient retention when the ordinary methods are used. A simple form of spring lock is required which can be manipulated by the patient and will not require frequent adjustment.
Three forms of such locks are illustrated. The first consists of a stainless' steel wire attached to the prosthesis and approaching the natural tooth from above in the manner of a Roach clasp. The end of the wire turns in and fits in a pit in an amalgam filling or inlay. An inlay is preferable because the edges of an amalgam pit wear. In the second a platinized gold wire fits in a slot cut in an inlay, and in the third the wire from the prosthesis fits in a slot cut in an orthodontic pinchi band. This forms a very satisfactory means of retention.
The use of acrylic resin in all except the metal parts of the prosthesis simplifies several difficulties. It results in a light prosthesis, additions are made easily and the material takes a high polish and remains dean.
Owing to the short upper lip and the relative absence of shadow from it, porcelain teeth usually look obviously artificial in these cases; acrylic teeth, however, appear very natural. There is no difficulty in attaching these teeth to the plate and very thin veneers can be made. The locks can be completely covered iby the plate; and acrylic teeth and then made accessible for adjustment by drilTing a hole through the resin. This material is also of great help in many of the other problems of facial prosthesis.
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